1-5% of patients with osteoarticular tuberculosis 2 ) but the diagnosis was not ruled out by the lack of a strong Heaf reaction and absence of visible acid-fast bacilli in the biopsy specimens. We are not the first to encounter a disturbing bone scan in these circumstances. 5 Areas of high uptake merely reflect increased bone turnover 6 and, as with all radiological investigations, bone scans must be interpreted in the context of the clinical presentation. REFERENCES 1 Kumar D, Watson JM, Charlett A et al. Tuberculosis in England and Wales in 1993: results of a national survey.
Left arm pain 22 years after repair of aortic coarctation
Aqeel Bhutta MB BSc Akhtar Nasim MD FRCS J R Soc Med 2004; 97:283-284 In children, coarctation of the aorta is often repaired by use of the initial segment of the left subclavian artery as a patch to widen the narrow segment. 1 The left arm then relies on development of collateral vessels.
CASE HISTORY
A woman of 22 sought advice about a cold left hand and exercise-related left arm pain. She was a postgraduate student and had found it difficult to type her thesis. There was a history of cardiovascular surgery in early life. At the age of three weeks a localized pre-ductal aortic coarctation had been diagnosed in association with a patent ductus arteriosus and a large ventricular septal defect (VSD). Initially, the aortic coarctation had been repaired by a subclavian flap angioplasty technique (this included ligation of the left vertebral artery), with simultaneous ligation of the ductus arteriosus. 4 years later the persistent VSD had been repaired.
On examination, her left arm was normally developed but the hand felt cold and none of the arm pulses was palpable. With a hand-held doppler the left brachial pressure was 95 mmHg compared with 120 mmHg on the right. An angiogram confirmed absence of the left subclavian artery at its origin ( Figure 1 ). The artery reformed 3 cm distally and was hypoplastic in appearance ( Figure 2 ). There was no recurrence of the aortic coarctation or VSD (on echocardiography). In view of the severity of symptoms, a left carotid to subclavian arterial bypass (with 6 mm diameter Dacron graft) was performed via a single supraclavicular incision, and she was discharged five days later with a warm hand and palpable arm pulses. An arterial duplex scan at two months confirmed that the bypass was functioning, with equivalent arm pressures. coarctation in neonates and infants can be undertaken either by resection and end-to-end anastomosis or by use of the proximal left subclavian artery to patch and widen the coarctation. 1,2,4 The latter technique was introduced in 1966 and is associated with better survival and lower rates of recurrence. 3 When it is used in neonates and infants, the general view is that adequate collateral circulation develops to prevent any clinically important morbidity, with an adverse event rate of around 0.2%. 3,5 However, there are a few reports of impaired left arm blood flow leading to limb shortening, decrease in limb girth and mild symptoms of ischaemia on strenuous exercise. 4, 5 In our patient, symptoms become troublesome 22 years after repair of her coarctation. We have found only one other case report of such late presentation; in that report the patient had an acute juxta-vertebral thrombosis of the subclavian artery which caused symptoms despite a collateral supply from the intercostal arteries, the thyrocervical trunk and the costocervical system. 6 The vertebral artery is an important source of collateral supply in the presence of disease at the origin of the subclavian artery. It is not routine practice to ligate this during subclavian flap angioplasty of aortic coarctation. Sacrifice of this at the initial procedure in our patient may account for the inadequate development of collateral supply. With improved long-term survival and the increasing cohort of patients with subclavian flap angioplasty reaching adulthood, clinicians should be aware of their potential susceptibility to arterial insufficiency. Myotonic dystrophy is the most common inherited muscular disorder, and patients with this condition pose a challenge to surgeons and anaesthetists.
A man aged 43 in whom myotonic dystrophy had been diagnosed at age 26 was judged to require cholecystectomy because of repeated attacks of acute cholecystitis; ultrasound showed a solitary medium-sized stone in the gallbladder. He had type 2 respiratory failure as a consequence of respiratory muscle weakness. Although not breathless at rest, he could not walk more than 100 m on the flat. Other relevant history included moderate to severe sleep apnoea and poorly controlled type 2 diabetes mellitus. His electrocardiogram showed first-degree heart block. 
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